J W, schoolboy aged 14 History: In 1972 developed bilateral osteochondritis dissecans. Both knees were drilled with satisfactory results (Mr D Powell) . At the same time he noticed an irritating and somewhat painful blotchy erythema of the legs whenever he stood up. This disappeared rapidly when recumbent. The condition was severe enough to limit his ability to take part in games at school. It was more marked in warm conditions or after a hot bath. The first attack of the day took some minutes to develop but subsequent attacks occurred more rapidly and were usually more severe.
On examination: Legs normal when recumbent but round or oval patches of erythema developed on standing, most marked below knees but upper thighs also involved. Each area surrounded by pallor. Investigations: Areas of erythema showed temperature increase of 2-3°C (thermography and spectrothermography). Application of sphygmomanometer cuff at 80 mmHg for 5 minutes caused intensification of lesions on subsequent standing. An area subjected to rucking of the applicator cuff on the thigh showed a dermographic response with a normal weal and flare but a marked surrounding area of blanching. Normal stroke reaction on upper trunk.
Comment
Our interest in this functional vascular abnormality concomitant with osteochondritis dissecans of the knees was increased by the observation of a doctor who was present when the patient was first examined. She recollected having suffered from a similar condition in one leg when she was found to have osteochondritis of the knee at the age of 17. The condition cleared spontaneously in about two years.
The etiology of osteochondritis dissecans in this age group is uncertain but temporary vascular deprivation is postulated to play an essential role. It is commoner in boys (Smillie 1971) . Paresthesix and changes in the colour of the skin of the lower limb are not uncommon in the young and may be related to posture. Malan (1958) states that young people often develop painful, burning sensations and pallor of the lower limb after prolonged walking or dancing. He demonstrated dilatation of arteriovenous communications in such patients. Khobreh & Roy (1967) described parnsthesim in young persons induced by standing; they suggested that, when the normal capillary pathway offers a higher resistance to the blood flow, arteriovenous communications become abnormally functional, diverting the blood more rapidly to the veins. The standing position without activity aggravates the symptoms because of sluggish venous return. Amir-Jahed (1968) used the term 'angiodyskinesia' for the combination of early venous return due to open arteriovenous communications associated with pain in the lower extremity. Most authors mention pallor of the skin but Amir-Jahed describes feelings of warmth and burning. It is conceivable that axon reflex vasodilatation resulting from pain stimuli from the knee contribute to the dysfunction in this patient.
